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Accepted 27 October 2004We report a case of acute compartment syndrome of
the posterior thigh secondary to rupture of the
biceps femoris muscle that was successfully treated
with a fasciotomy. To our knowledge, acute com-
partment syndrome secondary to rupture of the
biceps femoris muscle has not been previously
described.Case report
A 34-year-old previously healthy man attended the
Accident and Emergency department several hours
after attempting to back heel a ball during a football
game. It was a non-contact injury. At the time of the
incident he felt a ‘‘snap’’ and pain in the posterior
aspect of his left thigh. This pain progressively
increased over time and on presentation to us was
unrelieved by even significant amounts of opiate
analgesia. He also complained of swelling within
his thigh, parasthesia and paralysis of his foot and
ankle. Examination revealed a tensely swollen
(thigh circumference discrepancy = 6 cm) and
extremely tender posterior thigh with associated
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doi:10.1016/j.injury.2004.10.031to assess because of pain, he was unable to flex his
knee and had 4/5 (MRC grade) motor function of his
quadriceps. Motor function in his ankle was absent–—
0/5 (MRC grade) on dorsiflexion, plantarflexion and
eversion. His foot was cold, but pedal pulses were
present. Sensation to his leg was reduced with
decreased sensation in the L2-4 and absent sensa-
tion in the L5-S1 dermatomal distribution. The
biceps femoris tendon was absent to palpation on
the lateral aspect of the knee. Radiologically, there
was no evidence of bony injury. Intracompartmental
pressures measured were 60—70 mmHg in the pos-
terior thigh compartment, 25 mmHg in the anterior
compartment and 15 mmHg in the medial compart-
ment.
He was urgently taken to theatre where a fas-
ciotomy was performed through a lateral approach
with the incision extending along the length of the
thigh, exposing a dusky, ruptured and barely viable
biceps femoris and haematoma. There was no
frankly necrotic tissue. After debriding the area,
the wound was packed with gauze and left open. A
further debridement took place 48 h later, with
eventual wound closure and split skin grafting 4
days after his admission.
The patient noticed recovery of active ankle
movement (MRC grade 4/5) and return of sensation
1 day post-operatively. He received physiotherapy
and was discharged 2 weeks post injury having
made a full recovery and regained full sensation,
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follow up, he did, however, complain of hyper-
aesthesia on the dorsum of his foot, unresponsive
to analgesia. He has been referred to the consul-
tant anaesthetist pain clinic for further manage-
ment.Discussion
This case illustrates an unusual presentation of an
acute compartment syndrome in a previously
healthy young man. Compartment syndrome is
characterised by an increase in pressure within an
osseofascial compartment. If undetected it may
eventually lead to occlusion of the microcirculation
with ensuing ischaemia and possible permanent
neuromuscular deficit. Acute compartment syn-
drome is associated with numerous causes, includ-
ing fractures, crush injuries, soft tissue injuries,
ischaemia and burns. Uncommonly, it is due to
closed muscle rupture.6
The thigh has three compartments–—anterior,
posterior and medial, enclosed by the fascia lata.
These compartments are separated by intermuscu-
lar septa (lateral, medial and posterior) with the
lateral intermuscular septum being the strongest
and least compliant. Compartment syndrome of
the thigh is rare compared to other sites7 and usually
occurs in the presence of severe soft tissue injury or
associated fractures.2 It has been postulated that
this is because there is a larger potential space for
swelling and increased pressures before circulatory
embarrassment occurs, compared to other areas of
the body. Compartment syndrome of the thigh is
reported most commonly in the anterior compart-
ment, perhaps as this is the least compliant com-
partment and has a greater vulnerability to trauma
secondary to its location.3,10,11
Closed rupture of a muscle can occur in both the
upper and lower limbs1,4,6 and the ensuing compart-
ment syndrome is thought to be secondary to the
resulting haemorrhage and oedema.6,8,9 Rupture of
the biceps femoris tendon or muscle is a rare phe-
nomenon that normally occurs in the presence ofsevere rotational trauma to the knee or overstretch-
ing of the hamstrings.5,12 In our patient neither of
these occurred.
Compartment syndrome of the thigh is rare,
but examination findings of acute compartment
syndrome should not be ignored even without
the classically described mechanisms of injury.
The effects of delaying the diagnosis and not
decompressing the affected compartment can be
disastrous, with ensuing Volkmann’s ischaemic con-
tracture, rhabdomyolysis and acute renal failure,
nerve palsy or even gangrene. As demonstrated in
our case, full recovery of motor-sensory loss is
possible with early recognition and treatment.References
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